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Purpose/Objective: Mesothelioma is a radioresistant cancer 
and around 80% of the cases occur due to asbestos exposure. 
The incidence of mesothelioma is increasing and current 
treatments are ineffective. While advances in technical 
radiotherapy are increasing its potential clinical application, 
the intrinsic radiation resistance of mesothelioma remains an 
important barrier. Defects in the apoptosis pathway are a 
likely cause of radioresistance and treatment with Tumour 
necrosis factor-Related Apoptosis Inducing Ligand (TRAIL) has 
potential to overcome this. 
Materials and Methods: Radiation and TRAIL (iso-leucine 
zippered form) were tested alone and in combination in 
mesothelioma cell lines MSTO-211H and H2052 to determine 
effects on cell viability, clonogenic survival and apoptosis 
(measured by caspase-3/7 activity and Annexin-V/PI 
analysis). Cell surface and total levels of the death receptors 
DR4 and DR5 were also analysed to investigate potential 
mechanisms underlying interactions between radiation and 
TRAIL.  
Results: Radiation and TRAIL exhibit schedule-dependent 
synergy. Addition of TRAIL 24 hours post radiation was 
associated with significant increases in apoptosis and 
reductions in cell viability and clonogenic survival in both cell 
lines. Radiation caused upregulation and externalisation of 
DR4 & DR5 with maximum effects 24 hours after radiation. 
We hypothesised that radiation induces DR4/5 upregulation 
and externalisation enabling activation of the extrinsic 
apoptotic pathway by TRAIL. This was verified by showing 
that inhibition of the extrinsic apoptotic pathway blocked the 
cytotoxic effects of the radiation/TRAIL combination whereas 
inhibition of the intrinsic pathway did not. 
Conclusions: Use of TRAIL in combination with radiation 
overcomes radioresistance exhibited by mesothelioma cells. 
The synergistic combination of TRAIL and radiation has 
therapeutic potential in mesothelioma. 
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Purpose/Objective: FDG PET/CT has become a routine 
diagnostic instrument for staging and treatment planning of 
NSCLC. There is an increasing interest in quantitative 
metabolic evaluation of FDG PET as an early marker of 
response during and shortly after treatment. Routine 
diagnostic FDG PET/CT scans that were performed for staging 
purposes are often used at baseline for standardized uptake 
value (SUV) measurements. However, a diagnostic scan may 
be suboptimal for this purpose for several reasons, e.g. it 
may be relatively old, not in treatment position, or acquired 
with equipment with different characteristics compared to 
the one used for response evaluation. We hypothesized that a 
separate baseline FDG PET/CT at the start of treatment may 
provide more reliable response monitoring. 
Materials and Methods: We included 13 patients with proven 
NSCLC, who were referred for curative intent concurrent 
chemoradiation (CCRT) in an ongoing prospective trial for 
quantitative evaluation of tumor metabolism during 
treatment. All patients had already received a routine FDG 
PET/CT in the diagnostic work-up (PET1), and underwent a 
2nd scan in the morning prior to fraction 1 (PET2). Noted were 
the interval between PET1 and start of treatment, FDG 
biodistribution time, SUVmax of the primary tumor, and 
whether PET1 was performed in a different center or with a 
different scanner brand than PET2. All applied scanners were 
calibrated for SUV measurements using standard quality 
assurance procedures. 
Results: Significant time intervals with mean 38 days (range 
20-60) occurred between PET1 and start of treatment (PET2). 
FDG biodistribution times were comparable with mean 68 
minutes for both PET1 and PET2, although deviations were 
slightly larger for PET1 (range 53-107 minutes, versus 54-91 
for PET2). SUVmax values showed large differences between 
PET1 and PET2 (absolute mean +29%, range -35-+84%). None 
of the PET1 scans were performed in treatment position. The 
patients who had both scans acquired on the same scanner 
brand (Philips TF) generally showed SUVmax progression before 
the start of treatment (mean +33%, range -11-+84%), 
consistent with assumed variable tumor progression. 
However, most patients with a baseline scan acquired using a 
different scanner brand (all Siemens) showed a lower SUVmax 
at the start of treatment (mean -14%, range -34-+10), 
indicating a significant quantification issue despite all 
scanners being calibrated for SUV. One patient showed 
progression to stage IV on PET2 (with an interval of 48 days 
with PET1), leading to change of management. 
Conclusions: SUV quantification using a routine staging FDG 
PET/CT may deviate significantly from measurements at the 
start of treatment, with differences up to 84% that were 
apparently caused by tumor progression, positioning 
differences and application of different scanner brands. A 
baseline PET shortly before treatment on the same scanner 
brand is recommended for quantitative monitoring of 
metabolic parameters during (chemo)radiotherapy for NSCLC 
to avoid misinterpretation of signal changes.  
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Purpose/Objective: In the Stereotactic Body Radiation 
Treatment (SBRT) of lung tumors with 3-D planning, designing 
an Internal Target Volume (ITV) framing the Gross Tumor 
Volumes (GTV) in different phases of the respiratory cycle 
can be modified in each treatment fraction, even losing 
coverage dose if there is any change in the position of the 
tumor or in the patient breathing pattern. 
Our objective was to analyze changes in the ITV between 
each fraction SBRT treatment and the dose and coverage 
achieved by this volume in each of the given fractions. 
Materials and Methods: We analyze 20 patients and 22 
treated lung lesions (primary/metastatic), aged from 57 to 84 
years. Simulation and design of volumes were done with the 
fusion of three CT studies in different respiratory phases: 
normal breathing, inspiration, expiration. This procedure was 
done in each fraction of treatment. Immobilization devices 
were used for stereotactic conditions (vacuum mattres; 
prostep system). Three GTV were delineated and one ITV was 
designed to frame the boundaries of the three GTV. Margin of 
5mm was added to the ITV for the Planning Target Volume 
(PTV). The first planned treatment (ITV_0_planning) was 
applied in every new volume designed in each fraction and 
modified if necessary, resulting one ITV for each fraction 
(ITV_1; ITV_2,…). SBRT treatment was delivered with linear 
accelerator CLINAC 2100 (Varian). 3D planning was performed 
with Pinnacle System software (Phillips). For the ITV 
coverage analysis and dosimetry we selected the 100% of the 
total prescribed dose. Conformal Index ranged between 1.2-
3.5. 
Results: The numbers of fractions administered: 1 fraction in 
two cases; 2 fractions in eight cases; 3 fractions in 12 cases. 
Maximum interfraction interval time was 48 hours, and 
minimum 24 hours. 
ITV volume interfraction variation: (fig. 1) 
Mean: 3,9cc; median: 2,6cc; min: 0,5; max: 16.7 
The relative variation to the ITV_0_planning volume: 
Mean: 26%; median: 22.5%; min: 2%; max: 68% 
ITV coverage (total prescribed dose) interfraction variation: 
(fig. 2) 
Mean: 5,3%; median: 2%; min: 0; max 2,5% 
In five cases (22.7%) the ITV coverage variation was ≥ 10%. 
 
 
Fig. 1. ITV interfraction variation (vol. cc) 
 
 
Fig. 2. ITV interfraction coverage 
 
Conclusions: There is a variation in the interfracción ITV in 
SBRT treatments. The percentage change in this volume 
regarding designed for treatment planning reaches an 
average of 26% of the initial volume ITV. Dosimetry from the 
initial planning (not modified for the new ITV´s) yielded a 
mean variation in the ITV interfraction coverage of 5.3%, 
which seems not excessive. In 78% of cases, the ITV coverage 
variation was within 90% of the total prescribed dose. In our 
practice, replanning despite variations ITV is not necessary, 
although there are cases where the total prescribed dose may 
fail to protect 100% of this volume. The Planning Target 
Volume (PTV) coverage and tolerance of organs at risk are 
those which define the need for change in the initial 
planning. 
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Purpose/Objective: Standard treatment for inoperable stage 
3 NSCLC is concurrent chemo-radiation (CRT). In busy centers 
such as ours, radiation treatment often cannot be started 
promptly. To prevent treatment delays, a regimen consisting 
of induction chemotherapy followed by CRT was developed. 
In the induction phase, carboplatin (C) and gemcitabine (G) 
are given. In the CRT phase, low-dose paclitaxel (P) and G 
were used for their known radio-sensitizing properties. This 
approach was initially tested in a phase II protocol between 
2003 and 2004 and continues to be routinely used at the 
McGill University Health Centre (MUHC). We report the long 
term outcomes with this regimen based on a pooled analysis 
of both protocol and non-protocol patients. 
Materials and Methods: Forty-one stage 3 NSCLC patients 
were treated on protocol between January 2003, and 
November 2004. The outcomes and toxicity data of an 
additional 101 stage 3 NSCLC patients treated off-protocol 
with the same regimen between December 2004 and August 
2013 at the MUHC were retrieved, giving a total of 142 
